Status epilepticus is one of the common medical emergencies of childhood. The term is usually used to describe repeated tonic-clonic seizures with intervening loss of consciousness. In this form recognition is easy and without prompt and vigorous treatment considerable morbidity and mortality may ensue. 1 Status epilepticus can complicate any type of seizure activity. The familiar 'convulsive' status is but one manifestation of a range of illness. Other more insidious presentations, which are by no means rare in childhood, have been recognised. This paper documents and gives case histories of less common forms of status epilepticus with a view to highlighting aspects of presentation, treatment, and prognosis.
Patients and methods
The children studied were those admitted to the regional paediatric neurology unit at our hospital between 1971 and 1984 with status epilepticus other than tonic-clonic status. All children had repetitive or fluctuating neurological symptoms coinciding with continuous spikes or slow waves, or both, on the electroencephalogram (EEG). Seizures were classified according to the proposal for revised clinical and electroencephalographic classification of epileptic seizures.2 In some children the neurological symptoms lasted from weeks to several months. These children had extensive metabolic, neurophysiological, and, where appropriate, neuroradiological investigations performed to exclude other possible causes of their symptoms.
Thirteen children (six boys and seven girls) were studied. Twelve children were known to have epilepsy and one had never suffered classical seizures. The children were divided into two groups by mode of presentation, periodicity of symptoms, and difficulty of seizure control. Group 1. Chronic, fluctuating neurological symptoms with electrical status (Table 1) .
Clinical features These children presented insidiously with fluctuating symptoms and very prolonged episodes of status, lasting from one to 24 months. Two children presented with intermittent ataxia but minimal impairment of consciousness. One of these had never suffered classical seizures. Two further children had intermittent receptive and expressive dysphasia, in one case associated with a prolonged fugue state. The fifth child showed fluctuating unresponsiveness and developmental regression. In spite of relevant and extensive neurological investigations3 no underlying causes for the children's symptoms were ascertained. Clinical relapses were always associated with electrical status. Of perhaps greater interest is a group of children who present more insidiously with chronic neurological symptoms, such as ataxia, dysphasia, and unresponsiveness. Symptoms, while fluctuating, are not clearly episodic and may persist with varying degrees of severity for years. Alterations in responsiveness are subtle and impairment of consciousness minimal. Most of these children have a past history of epilepsy (complex partial or atypical absences), but this has usually been well controlled and remission is common. It is not surprising, therefore, that the inherent 'epileptic' nature of the symptoms may not be initially recognised. Given the periodicity of the symptoms, the EEG evidence of status, the exclusion of other potential causes, and the response (albeit temporary) to anticonvulsants, however, there is no doubt that these children are in status epilepticus and should be treated accordingly. An index of suspicion is crucial as diagnosis (by EEG) is straightforward.
Brett first drew attention to ataxia as a symptom of minor epileptic status. We are grateful to our colleague, Dr J R Roberts, for permission to report on children under his care.
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